Although reproduction involves (at least) two sexed bodies, men are often missing from in/ fertility research. Surveys such as the widely-used Demographic and Health Surveys (DHS) engage in often unintentional yet highly consequential practices of gendering. Here we identify two processes through which surveys have the potential to render male infertility invisible: defining the population at risk of infertility in an exclusionary way; and designing survey instruments to select out some groups/issues. Compiling information about survey samples and inclusion criteria in the DHS, and combining this with a qualitative examination of instrument design, we identify areas of men's invisibility across time and place. While inclusion of men in DHS samples has increased over time, some men (e.g. single and divorced, transgender) remain missing in many survey settings. This is problematic from a reproductive justice perspective. Survey results, which both reflect and contribute to men's invisibility, are widely used as an evidence-base for family and population policies. Moreover, reproductive health services are only made available to those whose reproductive health needs are recognized; men's exclusion from the reproductive discourse contributes to the stratification of reproduction. Men's underrepresentation in in/fertility data also reinforces the notion that reproduction is a woman's domain, and so contributes to a system that places responsibility for reproduction on women. It is vital to explore how gender is enacted or 'done' in such research.
Introduction
Infertility-the inability to conceive or sustain a pregnancy to live birth (WHO, 2015) -is associated with a range of consequences around the globe, including stigma, mental distress, relationship instability and disruption, intimate partner violence, refusal of burial rites and exposure to sexually transmitted infections (Fledderjohann, 2012 (Fledderjohann, , 2017 Hollos, Larsen, Obono, & Whitehouse, 2009; Inhorn, 2002; Inhorn & van Balen, 2002; Rouchou, 2013; Stellar, Garcia-Moreno, Temmerman, & van der Poel, 2016) . The world's highest rates of infertility are in low-and middle-income countries (LMICs) (Mascarenhas, Flaxman, Boerma, Vanderpoel, & Stevens, 2012) 1. Although infertility can be a problem of both male and female bodies and/or their coming together, studies of infertility overwhelmingly focus on women's experiences and female bodies (Greene & Biddlecom, 2000; Marsiglio, Lohan, & Culley, 2013; Slauson-Blevins & Johnson, 2016) . Men, male bodies, and men's reproductive experiences remain largely invisible in this work (see for notable exceptions e.g. Agarwal, Mulgund, Hamada, & Chyatte, 2015; Barnes, 2014; Bell, 2015 , 2016 , Inhorn, 2002 Parrott, 2014) . Sex/gender is typically figured as straightforwardly biological and binary in this field. Bodies and individuals who do not identify as typical 'men' or 'women' are generally absent. Here, we draw on contemporary theories of gender as 'performed' and of bodies as 'enacted' to argue that in/fertility surveys are part of a highly complex set of forces and actors producing both in/ fertility and sexed/gendered bodies.
Gender is a social phenomenon, continuously produced in and through the cultural exchanges, practices and institutions that Connell (1987) labels 'gender regimes'. Over time and through generations, gender regimes become core parts of subjectivities: gender is lived practically and materially in the world, but also internally in our thoughts and feelings (Harris, 2009) . Poststructuralist feminist theorists, most notably Butler, have more radically argued that sex can also be conceptualised along these lines. Rather than a biological underpinning, sex is understood as 'performed'-brought into being through practices constituting gender regimes, despite being experienced as if they were inevitable physical truths (Butler, 1990 (Butler, , 1993 (Butler, , 2004 . Importantly, feminist theorists, including Butler, also argue that contemporary relationships between sex and gender are frequently 'troubled': the physical elements of sex/ gender have become sites for pharmacological and surgical control, whilst new reproductive technologies have profoundly shifted our understandings of the significance of biological differences between men and women (Braidotti, 2013; Fausto-Sterling, 2012; Franklin & Roberts, 2005; Roberts, 2007; Thompson, 2005) . Reproduction no longer requires heterosexual intercourse and is not the exclusive preserve of couples. This large and complex body of work holds great significance for empirical studies of in/fertility condary figures are combined, more than 10% of the population is impacted in some countries, representing a sizable minority. The consequences of infertility are often particularly severe in LMICs, where prevalence is also highest (Rouchou, 2013; Stellar et al., 2016). because it suggests that sex and gender do not preexist human practices but instead continuously come into existence though cultural practice in all its forms, including survey research.
The idea that sex/gender are performed resonates with work from science and technology studies arguing that bodies, and embodied experiences such as 'in/fertility', are literally made through medical and scientific practices. Mol (2002) , for example, describes bodies with atheroschlerosis as 'enacted' through clinical (and lay) practices of measuring, diagnosing and intervening. In work on early onset puberty, Roberts (2015) relatedly argues that biomedical and technoscientific practices of measuring, assessing, studying, classifying and treating pubescent bodies are increasingly significant modes of making sex/gender. Working with these ideas, in this paper we ask how, and with what consequences, do large-scale surveys enact particular versions of sex/gender and reproduction in their attempts to document in/fertility? This builds on existing work documenting men's exclusion from reproductive health research (Agarwal et al., 2015; Dudgeon & Inhorn, 2003; Fledderjohann & Barnes, 2018; Inhorn & Patrizio, 2015; Inhorn, Tjørnhøj, Goldberg, & la Cour Mosegaard, 2009; Marsiglio et al., 2013; Wentzell & Inhorn, 2014) by examining specifically the treatment of gender and infertility in survey research. Following extant demographic research using survey data in LMICs (e.g. Larsen, 2005) , we examine infertility broadly-inclusive of a range of psychosocial and biological conditions (e.g. impotence, low sperm count) that may limit the ability to have a live birth-rather than focusing narrowly on clinical measures of subfecundity. This reflects our focus on common practice in the collection and analysis of survey data rather than practice in clinical settings.
Most existing evidence on infertility comes from measures constructed2 from fertility data in large-2 In clinical settings, infertility is typically defined as 12+ months of regular, unprotected intercourse without a conception (WHO, 2015) . Measurement in survey data is more complex. Some surveys in the US collect data on whether individuals have ever received a medical diagnosis, start and end dates of relationships, histories of contraceptive use and intercourse, and details of pregnancies and live births (see, for example, IFSS, n.d.; D. R. Johnson & White, n.d.) . Using these data on relationship, contraceptive use, and pregnancy histories, it is possible to construct measures of infertility-that is, to examine how long couples have had unprotected intercourse, and to determine whether their duration of unprotected intercourse matches biomedical definitions. In LMICs, data on medical diagnosis are rare, and scale cross-sectional surveys or small, highly selective clinical samples. Particularly in LMICs, large-scale cross-sectional surveys produce representative data and generalizable inferences and are thus widely used for estimating global prevalence and shaping policy around reproductive health, rights, and access (Greene & Biddlecom, 2000 , 2000 Larsen, 2000; Solinger & Nakachi, 2016 ). Yet such data have the potential to render some groups and/or issues invisible (Fledderjohann & Barnes, 2018) . Here, we examine two ways in which in in/fertility surveys render men invisible and produce limiting enactments of sex/gender: 1) exclusionary conceptualization of the population and 2) selection out through instrument design. We then present the DHS as a case study of these processes in LMIC surveys.
Enacting exclusions in in/ fertility research Defining Populations at Risk
Survey research often aims to generate a representative sample of a population of interest. A first step is to accurately identify the population at-risk. In the case of in/fertility surveys, this has often been defined as women aged ~15-49, with men frequently underrepresented or entirely excluded (Greene & Biddlecom, 2000; Slauson-Blevins & Johnson, 2016) . While men's exclusion is often justified based on pragmatic considerations, existing research shows that such exclusions are not merely pragmatic, but most commonly derive from the cultural perception that reproduction is a female domain (Slauson-Blevins & Johnson, 2016) . Moreover, significant practical challenges also arise when obtaining in/fertility data from women (see for example Casterline, 1989 ), but concerted effort has been invested in overcoming these pragmatic considerations. That the same effort has reproductive, contraceptive, and relationship histories are often less detailed; using these less detailed data, demographers apply a similar method of constructing measures of infertility, but extend the requisite time spent 'trying' to conceive in order to rule out the possibility of other unmeasured but potentially relevant influences on in/fertility (Larsen, 2005) . Some surveys may also include self-identified infertility-that is, individuals' own assessments of their capacity to conceive/carry a pregnancy to term (Fledderjohann & Johnson, 2015; D. R. Johnson & White, n.d.; Leonard, 2002) . not been invested in men's data (Greene & Biddlecom, 2000) both reflects and remakes gender asymmetries in research and cultural norms around reproduction.
Men's invisibility in fertility surveys is not exclusively a problem of LMICs; for example, the Integrated Fertility Survey Series, a key data source for research on reproduction in the US since 1955, did not include male respondents until 2002 (Fledderjohann & Barnes, 2018; IFSS, n.d.) . However, men's reproductive histories and intentions have increasingly been included in surveys and qualitative data in high-income countries. A growing number of high-quality cross-sectional and prospective cohort studies undertaken in these settings involve men and include survey items relating to in/fertility (e.g. IFSS, n.d.; D. R. Johnson & White, n.d.) . This literature demonstrates that we miss both commonalities and differences between women's and men's experiences when men are excluded, and that there are unique insights about gender, relationships, and reproduction to be gained by viewing infertility as a dyadic process (see for example Barnes, 2014; Bell, 2015; Greil, Leitko, & Porter, 1988; Hadley & Hanley, 2011) .
Survey Instrument Design
Surveys may also exclude certain groups or issues through their design (e.g. skip patterns, question wording): for example desire to have a(nother) child is often taken to be a prerequisite for 'trying' to conceive and therefore being at-risk of infertility. In surveys where complete reproductive information is collected only for individuals who desire to conceive, infertility among those who do not desire to have (more) children is excluded. This issue is highlighted in work on the 'hidden infertile'-women who report a history of 12+ months of unprotected intercourse but do not identify as 'trying to conceive' (Greil, McQuillan, Johnson, Slauson-Blevins, & Shreffler, 2010) . Using the NSFB, Greil et al. identify 2,286 women who report 12+ months of regular, unprotected intercourse that did not result in a pregnancy. Of these 48.7% were infertile without the intent to conceive. Such individuals would be entirely missed based on a measure in which infertility is contingent on fertility desires. This oversight is particularly problematic where the aim is to calculate the prevalence of infertility. Moreover, as Greil et al. note, some women may not be aware of/ have access to medical options for conception and may therefore have stopped 'trying' to conceive despite their experience of infertility. Such respondents remain hidden if those who are not currently trying to conceive are omitted.
Additionally, questions posed to the respondent may be worded in an exclusionary way or may not include a suitable response category. Greil's (1991) work on infertility in the US showed that although women may suspect infertility to the point of seeking treatment, they may opt to label themselves 'not yet pregnant' rather than 'infertile'. Survey items requiring women to label themselves explicitly as 'infertile' may thus underestimate suspected difficulties conceiving. Engaging with infertility services and/or reproductive medicine can also render a woman more infertile than she previously felt herself or was medically recognised to be (K. Johnson & Fledderjohann, 2012) . Reproductive medicine practices enact new kinds of infertility: a couple may produce high quality embryos which never implant; they may achieve biochemical pregnancies but never give birth. Indeed, reproductive medicine practices can produce infertility even in those who have never experienced it, as demonstrated by the experiences of those using IVF techniques to genetically screen embryos through pre-implantation genetic diagnosis (Franklin & Roberts, 2005) . Such examples indicate that 'infertility' is the outcome of a set of material-discursive practices, rather than a specific bodily condition of bodies or relations between bodies. Infertility, in other words, is enacted. Survey questions are an important vector of such enactments.
Some essential issues may also be omitted from surveys. For instance, questions around self-identified infertility-perceived inability to conceive-are often excluded from surveys in LMICs. Whilst it is possible to construct measures of infertility based on the time spent trying to conceive, contraceptive use, starting dates of relationships, and maternity histories, the alignment between such constructed measures and women's own assessments of their infertility is low (Fledderjohann & Johnson, 2015) . This is important given evidence that self-identified infertility may be more salient to social outcomes (e.g. relationship stability, stigma) than such constructed measures (Fledderjohann, 2017; Leonard, 2002; Okonofua, Harris, Odebiyi, Kane, & Snow, 1997) . Nor would 'impatience to conceive'-self-identification of fertility problems before there is a strong biomedical reason to suspect infertility (Leridon, 1991 )-be perceptible through constructed measures. In sum, even where all sociodemographic groups are included in samples, survey instrument design may omit specific reproductive experiences of some respondents.
Data and Methods
In/fertility research enacts in/fertility in specific ways by excluding particular forms of data and knowledge through sampling and instrument design. As a case study, we explore how the Demographic and Health Surveys (DHS), one of the most widely used and consistently collected large-scale data sources for LMICs, render men's infertility invisible. The crosssectional DHS data were first collected in the mid-1980s and are now available for 90 countries (Corsi, Neuman, Finlay, & Subramanian, 2012; USAID, n.d.-b) . A standardized3 core questionnaire, which facilitates cross-national comparisons, is administered by faceto-face interview (USAID, n.d.-a). The questionnaires have changed several times since the program's inception; each revision of the core questionnaire corresponds to a new 'Phase', with the most recent being Phase 7 (USAID, 2017). The data have been widely used to estimate infertility prevalence in LMICs using constructed infertility measures (Larsen, 2000 (Larsen, , 2005 Mascarenhas et al., 2012; Polis, Cox, Tunçalp, McLain, & Thoma, 2017) .
Using the list of data available for download on the DHS website (USAID, 2017), we created a dataset consisting of survey year, whether men's and women's surveys were available, inclusion criteria (age, marital status) for men and women, and the Phase deployed. From this, we also calculated how many men's surveys there are as a proportion of women's. We excluded non-standard surveys4: AIDS Indicator (AIS), Knowledge, Attitude and Practices (KAP), and Malaria Indicator (MIS) Surveys; special surveys; in-depth surveys; experimental surveys; and continuous 3 With minor adjustments to account for culturally-specific differences (e.g. dietary differences and food preferences). Additional optional modules are also possible, but their use and implementation varies from country to country. 4 Notably, men's surveys are themselves technically considered special surveys; men's surveys have of course been included in our data here, however. Exclusion of non-standard Phases from the table resulted in the exclusion of Lao People's Democratic Republic, for which there is only a special survey in 2011-2012, Nigeria (Ondo State), for which there is only a 1986 special DHS available, and a reduction in the number of surveys in some other countries. We also excluded the 1992 survey for Guinea and the 2000-01 survey for Mauritania; while the type of survey is listed as 'Standard DHS' on the data download site, the Phase is listed as 'Other' for these countries, and so is not reconcilable with the questionnaire formats we examine here. surveys (USAID, 2017) . In total, we assembled data for 88 countries, 255 women's surveys, and 174 men's surveys from 1985-20155.
We compiled descriptive statistics and graphic displays to examine the availability of surveys across time and place. To test the hypothesis that the availability of men's DHS data has increased over time, we fit a bivariate logistic regression model-that is, a logistic regression model with whether a men's survey was available (yes=1) regressed on survey year . Descriptive statistics, maps, and logistic regression results were compiled using Stata v.13. We also applied qualitative directed content analysis (Hsieh & Shannon, 2005) , applying the notion of survey instrument design as a tool for enactment of exclusion outlined above to examine question wording and skip patterns in the DHS instruments, looking specifically at the DHS Phase 6 and Phase 7 instruments. Initially, we identified all questions in the instruments relevant to articulating in/fertility. We then examined both question wording and skip patterns to assess whether and/or how specific groups of people or experiences of infertility might be excluded. To facilitate a clearer understanding of potentially omitted groups based on these elements of the survey's instrument design, we created flow charts of the progression through the relevant reproductive health sections of the questionnaire.
Results

Defining Populations at Risk
In considering how DHS sampling may render men's infertility invisible, we asked first whether men were sampled and, second, where men were sampled, whether some sub-groups were excluded by population definitions. Table 1 provides descriptive statistics for our compiled data6. All DHS surveys sampled women, while only 67% sampled men. Countries had a mean of nearly three women's surveys (2.90), but of just under two (1.95) men's surveys. On the whole, the availability 5 There were no 2016-17 data available at the time this article was written.
6 Table A1 provides a complete list of our raw data. The data in Table A1 provide a breakdown of availability of surveys by gender and survey year, details of the survey phase in each year, and information about the inclusion criteria for men and women by age and marital status. Data are sorted alphabetically by country name and, within countries, in reverse chronological order. of men's surveys has increased over time; in countries where men were not sampled, men's exclusion tended to be in earlier years7. To test the hypothesis that availability of men's surveys has increased over time, we fit a bivariate logistic regression model. We found a positive association between year of survey administration and the availability of a survey that focused on men (OR=1.15; p<0.001).
Nearly one-fifth (18.2%) of countries with at least one standard DHS survey have never had a men's survey. To some extent, this reflects that some countries only have data available in the earliest years of the DHS, when men's data were less frequently collected; yet this observation does not resolve the issue of men's reproductive invisibility in these countries. We observed regional patterning in survey availability, shown in Figure 1 . Lighter colours indicate fewer surveys. Countries with no men's surveys are disproportionately concentrated in Latin America, North Africa and the Middle East, and Southeast Asia, while the highest number of men's surveys are found in SSA. Next, to address variation in the availability of data by country, we looked at how many men's surveys there are as a proportion of women's surveys (Figure 2) . Though there is considerable variability from year to year, particularly in the 1990s, in general the proportion has increased over time, reaching 100% in 1999, 2004, 2009, 2011, and 2015 . There is a geographic patterning to these data as well; the highest proportions of men's to women's surveys are found in SSA, with rates at or above the 75% mark in nearly all surveyed countries in SSA (Figure 3 ).
Finally, we considered how inclusion criteria by age and marital status may obscure some in/fertility, even where men are sampled. Table 1 shows that in some cases, men of all ages are included8. Where a numeric inclusion criterion for men's age is applied, this can range from 12 to 59 to ages 20+. Ages 15 to 59 is the most common criterion: 51.7% of men's surveys use this. Nearly half of surveys are spread across 12 other possible age range categories. While the age inclusion criterion is not entirely consistent for women9, there 7 There are some exceptions to this pattern. In Nicaragua, for example, a men's survey was administered in 1998, but no men's survey was administered in the next (and final) DHS in 2001. Similarly, while Bangladesh had men's surveys in 1993 through 2011, they did not collect data from men in 2014. 8 This tends to be the case where only men who are married to female respondents are sampled; implicitly, if you are of an age to be married, you are of an age to be included in the sample. 9 94.9% of surveys apply a 15 to 49 age criterion for women's is a great deal more variability in age criteria for men. This greater fluctuation may in part reflect uncertainty around the limits of paternal age; less research exists on this topic, and considerable cultural ambiguity persists about men's reproductive lifespans (Greene & Biddlecom, 2000; Sartorius & Nieschlag, 2009 ). In countries with a more restrictive inclusion criterion for men's age, reproductive experiences of men outside of the upper and lower bounds are obfuscated. While 87.4% of men's surveys included men of any marital status, around one-eighth of surveys required men to be either ever-married (4.6%), currently married (2.3%), or married to the female respondent sampled (5.7%). When sampling only ever-married men, the in/fertility of single men is missed entirely. Likewise, surveys that sample only currently married men or the husbands10 of female respondents render the infertility of both single and divorced men invisible; this may be particularly problematic where the risk of inclusion, but in some cases girls as young as 10 are included. In less than 1% of women's surveys, the higher bound is 44 years. Again, Bangladesh is an example of a somewhat unusual case, with women's age range for inclusion being 15 to 49 in most years, but including women as young as 12 in 2011 and as young as 10 in 1993-94, 1996-97,1999-2000 and 2004. 10 This inclusion criterion also opens the survey to the issues of gender, information management, and gatekeeping discussed by Slauson-Blevins and Johnson (2016). divorce is higher for infertile couples (Fledderjohann, 2017) . In short, inclusion of men as a group is not sufficient to ensure visibility for all men.
Survey Instrument Design
Survey instrument design has the potential to render invisible some groups or issues that are included in survey samples. Here, we look specifically at the collection of subjective infertility data in the DHS11. Our discussion here focuses on Phases 7 and 612. There is no direct subjective self-identification question in the DHS questionnaires13. However, the instruments 11 Arguably, infertility is not a primary focus of the DHS-yet the use of the terminology 'couple infecund' in this self-reported response category suggests at least some interest in tracking infertility. Moreover, if the DHS do not aim to track infertility, this in itself is an egregious omission, with considerable implications for how we define and measure reproductive health and choice in LMICs. If we collect rich data on infertility in the Global North but fail to track infertility in LMICs, what are the implications for the stratification for reproduction on a global scale? 12 While it is possible to download a standardized men's questionnaire for Phases 5-7, in previous Phases the questionnaires are country-specific, and must be obtained on an individual basis in the appendix of relevant country reports. Due to this country-specific variation, it is not feasible to generalize about the infertility measures deployed prior to Phase 5. 13 For example, the US National Survey of Fertility Barriers in- include some version of items about 1) desire for and 2) timing of a(nother) child. One possible response category to these items is: 'says couple can't get pregnant/couple infecund/he or all his wives or partners are infecund.' However, not all respondents have an opportunity to respond. Figure 4 depicts the skip pattern leading to the relevant survey items in the Phase 7 questionnaire. In order to be asked about desire for children, men must be married or living with a partner, must not be sterilized, and must not have/know of any pregnant live-in partner. Men who reply that they want a(nother) child-that is, do not reply no/don't know/undecided/ can't get pregnant/partner sterilized-then proceed to another question about when they would like to have (additional) children. Categories include a specified number of months or years, 'soon or now', 'can't get pregnant', 'other,' and 'don't know.' Implicitly, then, men cannot be enacted as infecund if they are not currently partnered, are sterilized or have a pregnant partner. Infertility among men who, for example, are not partnered precisely because of previous fertility problems would be missed.
To understand how the questionnaire has changed between Phases, we completed the same mapping exercise for Phase 6 ( Figure 5 ). Again, men must be married or living with a partner and unsterilized to be cludes both 'Do you think you have/have had/might have trouble getting pregnant' and 'Do you think you have/have had a fertility problem' in order to assess self-identified infertility (D. R. Johnson & White, n.d.) .
asked the relevant questions. The pattern for men who don't have/know of any pregnant live-in partner, and for those with a pregnant partner who doesn't want another child (or are unsure), is the same in DHS 6 and DHS 7. For men with pregnant partners who do want another child, however, the pattern differs. These men are still asked about timing for a next birth at this stage; however, unlike in DHS 7, the Phase 6 questionnaire includes 'couple infecund' as a response category for monogamously married men, and 'he/all wives or partners infecund' for polygynous marriages. This suggests increased invisibility for infertile men with a pregnant partner from Phase 6 to Phase 7.
There are also problems with the questions themselves. First, the response categories treat individual assessments of own fecundity and couple-level infertility as though they are equivalent phenomena. Yet if a man suspects his partner is infertile but he is capable of conceiving, his sexual and reproductive behaviour might vary dramatically compared to if he identifies himself as infertile. Further compounding this problem, the question is not asked separately for each wife in polygynous marriages. A man who is capable of conceiving with one wife but not with another may not indicate 'can't get pregnant' overall, despite his couple-specific difficulties14. Such distinctions would be missed entirely by this question construction. Administered via personal interview, the survey also requires interviewers to interpret the respondent's answer to this question and select the appropriate response category from listed options. How strongly must a respondent assert his subfecundity in order for interviewers to select the 'can't get pregnant/infecund' response? In a similar vein, if a man has an ideal timing in mind for the birth of a child but also suspects infertility, how would he 14 The women's questionnaire also includes items on desire for and timing of a(nother) child, with response categories including 'can't get pregnant'. Arguably, couple-specific difficulties conceiving could be ascertained by pairing men's data with reports from their partners. Yet this again conflates individual perceptions with couple-level infertility, and further implies that women's data can be used in place of men's detailed reports. Moreover, it raises a pragmatic problem: if a man reports specific timing for his next birth, but one of his wives reports that the couple can't get pregnant, how should these two reports be reconciled? Do the husband and wife have discordant perceptions of their ability to conceive? Was the husband answering with one of his other partnerships in mind? Substantial ambiguity is introduced by not collecting partnership-specific data on men's subjective assessments, even where men's data can be paired with reports from their partners. , 1985-2015 answer this question? If he expressed this ambiguity to the interviewer, how would his response be recorded?
Additional ambiguity is introduced by miscarriages, on which men do not report15. In Phase 7, only currently partnered, unsterilized men with wives who are not currently pregnant are asked the question about fertility preferences which enable them to indicate suspected infertility. Yet a man with a pregnant wife with a history of miscarriages may also worry about fertility problems-indeed inability to carry a pregnancy to term is defined as infertility by the WHO (2015) . In Phase 6, men whose partners are currently pregnant are able to answer the timing question which includes 'couple infecund' as a response category-but only if they want another child. How would a man who wants no more children if the current pregnancy results in a live birth but who also harbours concerns about the couple's ability to carry the pregnancy to term, respond to this question?
While not directly related to the measurement of 15 One might argue that men do not experience miscarriages directly, and so their reports on miscarriage are not relevant. However, this argument reinforces the notion that men's bodies are 'non-reproductive'-incapable of the physical task of carrying children-and thereby also problematically reinforcing the notion of fatherhood as non-vital to masculinity/men's identities (Inhorn, Tjørnhøj, Goldberg, & la Cour Mosegaard, 2009 ). Moreover, there is emerging evidence to suggest that sperm quality and advanced paternal age are associated with the risk of spontaneous abortion, highlighting the value of data on and from men (Kleinhaus et al., 2006; Liu et al., 2011). infertility per se, it is also worth noting that the DHS does not include any self-reported measures of gender identity, gender transition, or sexual orientation. The DHS thus assumes and enacts typical gender/ sex relations and embodiments and heterosexuality, thereby reinforcing a heteronormative view of family building.
Discussion
Survey research on infertility, including the DHS, enacts particular versions of in/fertility and sexed/ gendered bodies. Although scientifically precise, these instruments are not neutral in their operation: their design, question wording, and foci all contribute to the making of the objects they intend to survey. What might be the consequences of the in/fertility surveys analysed here for wider understandings and embodied experiences of sex/gender and reproduction? As Epstein (2007) argues, contemporary medical research most commonly relies on a 'difference/ inclusion paradigm' that attempts to pay attention to the different kinds of bodies participating in research and engaging with medical treatments. Importantly, Epstein notes that inclusion is not a panacea for inequities in the social construction of health, and can even serve to reinforce rather than resolve socially constructed differences. We suggest that in/fertility survey research is a notable area where men's historical exclusion has reinforced gender norms around reproduction, and that, where men have been included, surveys have reinforced a problematic focus on reproductive difference rooted in gender essentialism. For instance, while our results demonstrate an increase in the availability of men's surveys over time, this analysis also shows that the availability of these surveys is geographically patterned, and the content of questionnaires insufficient to capture male in/fertility experiences.
The overwhelming focus of in/fertility survey research remains on women's bodies, with men and nonbinary-identified others almost completely missing. The capacity of many women to conceive and give birth renders this focus 'pragmatic,' even 'natural.' In our view it is unhelpful, even harmful, to focus so strongly on women and female bodies in in/fertility research. The exclusion of men, male bodies and those who do not identify as binary in sex or gender terms lessens our capacity to understand and document reproductive processes across the life course and throughout the world. In addition to contributing to missing information on the incidence and prevalence of reproductive health issues among men and nonbinary others, their exclusion from survey samples also renders changing patterns of nuptiality and fertility more obscure. Men's invisibility also reinforces the burden of 'reproductive blame' placed on women (Inhorn, 2003) . It is difficult to view reproduction as a (at least) dyadic process when men are missing from relevant research. Whilst publicly available secondary data resources such as the DHS are a tremendous asset, the ways in which the surveys work materially shape men's and women's lives: their data are used as an evidence-base for family and population policy, and reproductive health services are only available to those whose needs are recognized (Fledderjohann & Barnes, 2018) . Additionally, these data shape how in/ fertility is understood as a sociocultural phenomenon; lopsided representations of in/fertility unfairly places the responsibility for reproductive failure on women, while simultaneously obscuring and stigmatizing men's reproductive health needs (Greene & Biddlecom, 2000) .
Particularly in light of limited resources for survey research, it could be argued that changing population definitions reflect culturally-specific notions of family and fertility, and that it would be inefficient to collect data that do not reflect common family-building practices. For example, why expend resources to collect data from unmarried populations if the majority of fertility is within marriage? There are several reasons, however, why inclusive data collection is needed: first, it is precisely culturally-specific norms about family formation that shape survey design; gender is enacted in surveys through this process, and the process itself deserves examination. Second, all norms, including family-building ones, change. Collecting inclusive data enables us to track these changes. Rendering previously rare family-building events invisible shapes both the questions we are able to answer and the conclusions we draw. Finally, rendering some groups invisible for convenience is unjust. While there are clearly pragmatic considerations in data collection, limited resources being among these, there are also pragmatic consequences of not collecting data from some groups. Although we do not advocate a onesize-fits-all approach-survey tools can and should be nuanced and culturally-appropriate-it is important to carefully examine the unintended consequences for in/visibility and the enactment of gender involved in survey (and all forms of scientific) research. Policy initiatives, resource availability and ultimately bodies themselves are shaped by prevalent understandings of family-building patterns and needs.
Men's inclusion in survey data is, we argue, a necessary but not sufficient condition for greater equity in the interlinked arenas of reproductive health and justice. As evidenced by Epstein's (2007) examination of the politics of inclusion in research samples in the US, however, inclusion does not automatically ensure equity. Careful and frequently revisited consideration must be given to how and why individuals are included in data, and what the implications of this inclusion may be. Our examination of the DHS survey instrument has shown that even where men are present in survey samples, instrument design shapes the inclusiveness and quality of data collected. In a similar vein, while we have argued that men's invisibility has the potential to contribute to their inability to access medical resources and social support, unfettered access to these resources is unlikely to be a panacea for the social problem of infertility, and may in fact compound the stratification of reproduction (see for example Inhorn, 2003) . Ultimately, the situation is highly complex, and must be considered more deeply. Reproductive surveys enact particular versions of sex/ gender and of in/fertility that shape policy decisions, clinical practices and embodied experience. They are best conceived, we suggest, not as neutral instruments but as world-making tools that may result in greater equality and justice if used with care. Stellar, C., Garcia-Moreno, C., Temmerman, M., & van der Poel, S. (2016) . A systematic review and narrative report of the relationship between infertility, subfertility, and intimate partner violence. International Journal of Gynecology & Obstetrics, 133(1) , 3-8. Thompson, C. (2005) . 
